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PHYSICIAN-PATIENT RELATIONSHIP
FINDINGS AND RECOMMENDATIONS

I. FINDINGS

The physician-patient relationship is fundamental to health care delivery. Cardinal Bernardin, in a
statement given to the American Medical Association House of Delegates in 1995, shortly before his
death from pancreatic cancer, described the physician-patient relationship as a covenant. He stated:

The moral center of the doctor-patient relationship is the very essence of being a doctor.
It also defines the outlines of the covenant that exists between physicians and their
patients, their profession, and their society. The covenant is a promise that the
profession makes — a solemn promise — that it is and will remain true to its moral
center. Inindividual terms, the covenant is the basis on which patients trust their
doctors. In social terms, the covenant is the grounds for the public’s continued respect
and reliance on the profession of medicine.’

The physician-patient relationship is multi-faceted, making an understanding of the impact of managed
care difficult. In addition, physicians are not the only providers who may have a significant
relationship with a patient. The covenant described above as well as the other issues discussed in this
paper are not exhaustive and in general may be applied to all appropriately-licensed health
professionals, operating within their scope of practice (“practitioners’ or “providers’).

Although the effects are inherently difficult to study, beneficial relationships between physician and
patient have been shown to decrease and/or shorten hospitalizations, lower utilization of resources,
enhance compliance, and improve satisfaction among patients and physicians.*® There is aso some
evidence about the impact of external factors on the physician-patient relationship. The availability of
achoice of hedth plans’ increases patients’ satisfaction with their physicians.’

Views of physicians and patients, as well as physician-patient relationships have evolved over time.
Recently, however, the nature of the physician-patient relationship has changed. The increased
presence of third-party payersin the health care system over the last 30 years has eroded the trust
between physician and patient.® Managed care has added sources of doubt. Important factors that
appear to have contributed to this decline in trust include issues related to (a) continuity with providers,
(b) the coordinating role of the primary care provider and utilization review, (c) informing patients of
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all options, (d) financial incentives, (€) physician availability, and (f) quality improvement programs
and patient confidentiality.

A. Continuity with Provider

A continuous relationship with a health care practitioner provides familiarity with patient medical
histories. Asaresult, providers can react quickly in emergencies, make knowledgeable decisions, and
handle many situations on the telephone. 1n addition, studies have shown that patients staying with the
same physician for long periods are less likely to be hospitalized, more likely to have lower costs, and
to be more satisfied.” Many HMOs attempt to formalize this relationship through the designation of
primary care physicians or providers (PCPs). Several features of HMOs and the health insurance
market, however, tend to make continuity of care difficult to maintain. These include closed HMO
panels (if the enrollee or provider leave the plan), termination of provider contracts, changesin
coverage by employers, and lack of choice and information.

B. Coordinating Role of the Primary Care Provider and Utilization Review

Additional factors affecting the physician-patient relationship is the coordinating role of the PCP and
utilization review. The model is based on the United Kingdom’s general practitioner and was designed
with the intent of improving quality and reducing costs by coordinating care through one provider.
Although studies have shown that as many as 30% of procedures are medically unnecessary,’ denying
access to care — whether necessary or not — strains the physician-patient relationship.® Conflict may
result when HMOs, medical groups/IPAs, or physicians deny referrals to specialists,®* referrals to
procedures,” and referrals to care outside the HMO network.

C. Informing Patients of All Options

Providers should help patients to make informed decisions based on the advantages and disadvantages
of each option and the patient’s personal preferences. Although “gag clauses’ have been banned in
California and management guidelines are generally intended as recommendations, there is still some
fear that improper discussion or behavior related to treatment options may result in contract termination
by the health care plan or medical group/IPA.”

D. Financial I ncentives
While providers are principally motivated by professional ethics and desire for the esteem of their
peers, they also face financial incentives. All compensation arrangements contain incentives that may
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have positive and negative effects. Animportant issue iswhether or not patients have accessto
information about how their medical careis paid for (see Provider Financial Incentives paper). Several
forms of compensation arrangements in managed care, including capitation and risk pools, shift
financial risk for caring for patients from health plans to providers. Although these structures may
create incentives for providers to limit unnecessary care and reduce costs, they also have the potential
to reward providers for denying medically appropriate care. Thisform of compensation may also
reduce patient satisfaction and erode trust between patients and physicians.*

E. Physician Availability

When people are sick, they want to see their physician and expect their physician to be available; they
want appointments to be available within a reasonable time frame, and to be long enough for evaluation
and treatment.” Adequate physician availability can prevent miscommunication, non-communication,
disputes, and grievances. Current law requires Knox-Keene regulated health plans to restrict physician
panels to 2,000 patients per PCP.” Availability, however, may depend on the skill of the physician and
the health of the patient panel. Many managed care organizations use advanced practice nurses and
physician assistants to provide preventive, primary and secondary care and reserve physicians' timeto
care for patients with complex disease processes. "’  All patient visits have amedical and emotional
impact on patients. Shorter visits that may be medically acceptable can still be a source of patient
dissatisfaction.

F. Quality Improvement Programs and Patient Confidentiality

Purchasers have largely driven quality measurement and improvement efforts. While not universal and
still under development, these quality measurement efforts offer feedback to providers to improve, and
information to purchasers and consumersto judge, quality and service. Quality improvement programs
have resulted in increased paperwork which requires the investment of significant time and effort, the
benefits of which may not be readily apparent to those required to provide the data. Several experts have
noted that trust in physicians’ decisionsisincreasingly supplemented by evidence such as that provided by
disclosure of quality improvement and measurement resuffs.However, the current system lacks a
systematic mechanism for assessing and informing patients about the experience and competence of their
health care delivery system and personal physicidn. Quality improvement and similar efforts as well as
the delivery and payment of care require confidential patient information, the use of which must be
balanced with respect for patient privacy.

II.RECOMMENDATIONS

A guiding principal for the recommendations of this Task Force, and health care system change in general,
should be an evaluation of the effect of the proposed change on the covenant of the physician-patient
relationship described by Cardinal Bernardin, and the relationship between patients and other health
professionals.
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A. Continuity with Providers

In addition to recommendations in the Consumer Information, Communication and Involvement paper
(regarding research into the feasibility, utility and cost of creating a*“Super Directory” of providersto
ensure consumers know whether a particular provider or group is available to a member of a plan), the
following recommendation could further address continuity issues:

1. (a) Existing law requires plans to have policiesin place allowing for continuity of care when enrollees
involuntarily change health plans. In addition, health plans and medical groups/IPAs should be
required to enable consumers who are undergoing a course of treatment for a chronic, acute, or
disabling condition (or who are in the second or third trimester of a pregnancy) when they
involuntarily change health plans or when a provider is terminated by a plan or medical group/IPA
(for other than cause) to continue seeing their current providers, at the patient’s option, until the course
of treatment (or postpartum care) is completed, up to a maximum of 90 days or until the patient’s
condition is such that the patient may be safely transitioned to a new provider.

(b) Providers who continue to treat such patients should be required to accept the plan’s out-of -
network or PPO rate for such care as payment in full, provide all necessary information to the plan for
guality assurance purposes, and promptly transfer all medical records with patient authorization
during the transition period.

B. Coordinating Role of the Primary Care Provider and Utilization Review

In addition to recommendations in the Practice of Medicine paper (regarding modification of prior
authorization procedures) and in the Dispute Resolution paper (regarding disclosure and procedures
related to referral denials), the following recommendation could further address coordination issues:

2. Health plans should be required to establish and implement a procedure by which an enrollee with a
condition or disease that requires specialized medical care over a prolonged period of time and that is
life-threatening, degenerative, or disabling may receive an extended, prolonged, or permanent referral
to aspecialist. Such referrals should be conducted in a manner that maintains coordination of services
(e.g., updating the PCP, sharing of medical records, agreeing on shared treatment plans, and agreeing
on the respective roles of each practitioner).

C. Informing Patients of All Options

Recommendations related to informing patients of all options are included in the Standardizing Health
Insurance Contracts paper (regarding disclosure of information in the Evidence of Coverage and other
documents) and in the Consumer Information, Communication, and Involvement paper (regarding
disclosure about the medical centersto which a health plan sends patients for conditions requiring
specialty care, and regarding disclosure by plans and medical groups upon request of treatment guidelines
or authorization criteriafor a given condition).

D. Financial I ncentives
Recommendations related to financial incentives are included in the Task Force paper on Provider
Financial Incentives.

E. Physician Availability
In addition to recommendations in the Risk Avoidance paper (regarding risk adjustment), the following
recommendation could further address physician availability issues:
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3. If apatient is specifically assigned to or chooses a primary care provider and the provider, the
provider’s medical group/IPA or health plan directs that patient for an appointment to another
physician, advanced practice nurse or physician assistant, the patient should be informed verbally and
should consent prior to the appointment.

F. Quality Improvement Programs and Patient Confidentiality

In addition to recommendations in the Task Force paper on New Quality Information Development
(regarding advances in implementation of electronic medical records), in the paper on Consumer
Information, Communication and Involvement (regarding public-private collaboration to encourage the
gathering of additional standardized patient satisfaction and quality data), and in the Government
Regulation and Oversight paper (regarding streamlining of medical group/IPA quality audits), aswell as
numerous recommendations that include consideration of the patient confidentiality, the following
recommendations could further address quality improvement programs and patient confidentiality:

4. Asinformation relevant to quality of care becomes available, providers, regardless of financing and
delivery system, should include relevant information at every level of care in the informed consent
process. To the extent information is known, accurate, and reliable, a provider or hospital should
make available upon request relevant information regarding his, her, or its experience and/or
gualifications regarding the course of care a patient is considering.

5. (a) Federal reforms related to confidentiality of patient information and patient access and rights with
respect to their medical records should be monitored, and state law should be consistent. In addition,
state law should be reviewed to ensure confidentiality of individually-identifiable health care
information and patient access and rights with respect to access to their medical records, while
allowing health plans, provider groups, and providers to undertake activities required by law,
including the provision of health care, outcomes research, risk adjustment and research to advance
evidence-based medicine, payment for services, peer review, quality assurance, utilization review, and
investigation of grievances. When disclosure is required, no greater amount of information should be
disclosed than is necessary to achieve the specific purpose of the disclosure. Otherwise, information
should not be released unless authorized by patient consent or by law.

(b) No health plan or ay of its contractors should be allowed to require an enrolleg, as a condition for
securing health care services, to sign arelease or consent form which waives any individually-
identifiable, medical information confidentiality protections for the purpose of using such information
for commercial purposes.



